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ABSTRACT
The purpose of this study was to examine current visiting hour policies of coronary 
care units in the western United States. The study examined the influences of 
demographic and institutional data on visiting hour variables. Also, the correlations 
between the type o f visiting policy with the head nurses’ perception of nurse, patient, and 
family satisfaction levels were determined. The results were compared with previous 
studies.
Data was obtained with a questionnaire developed by the researcher from a review of 
the literature. Questionnaires were mailed to the head nurses o f coronary care units in 
hospitals within the western United States.
The majority o f the responding nurses reported a visiting policy allowing unrestricted 
frequency and length, night visits, and visitation by non-family members and children 
under 14 years o f age. No significant relationships were noted between visiting hour 
variables and institutional or demographic data. Both ascribed patient and ascribed 
family satisfaction levels were significantly related to the type of visiting hour policy. 
However, no relationship was noted between type o f policy and nurses’ satisfaction.
in
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CHAPTER 1
INTRODUCTION
Sudden hospitalization for a critical illness may be perceived as a crisis by the patient 
and their family (Molter, 1979; Leske, 1986). Often the stressors met within the coronary 
care unit (CCU) are o f a life and death magnitude. These stressors may cause 
disorganization, helplessness, immobility, and anxiety that can lead to inadequate family 
coping (Bryd, 1994).
Critical care nurses are skilled in caring for the acutely ill patient, but what about the 
family? The patient comes from the context of a family (Chinn and Kramer, 1991). The 
behavior and experiences o f one family member affects the other members (Kleeman, 
1994). For nurses to practice holistically it is necessary to assess the needs of the family 
as well. Knowledge of what families need can reduce stress and help the family in 
providing support for the patient (Woolley, 1990; Stillwell, 1991).
Research in the area o f family needs has been a topic in the literature since the late 
1970’s. Numerous studies have assessed the needs o f families within critical care units. 
Findings are consistent that families want assurance that the patient is receiving good
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
care, a broad range of information, and to visit the patient. (Molter, 1979; Daley, 1984; 
Spatt, Ganas, Hying, Kirsch, and Koch, 1986; Leske, 1986; Haraner, 1990; Marsden, 
1992; Dracup and Byron-Brown, 1992; Dracup, 1993).
Liberalization o f visiting hours has been suggested as one method of meeting family 
needs and reducing stress. The ability to visit the patient has consistently been among the 
top ten needs identified by the family (Molter, 1979; Daley, 1984; Bouman, 1984; Spatt 
et al., 1986; Leske, 1986). Moreover, patients perceive visitation by the family as a 
source of support (Simpson, 1991).
The literature also discusses visiting hours and its effect on family needs. Findings 
show that family members and patients desire more frequent visitation. The need to see 
the patient increases as the family’s perceived view of the severity o f the illness increases 
(Stillwell, 1984). Family members view visits as important to the recovery and the 
emotional well-being of the patient (Halm and Titler, 1990). Research has identified that 
visiting by family members does not have negative physiological or psychological 
consequences on the patient. Furthermore, it may be calming for the patient (Bay, 
Kupferschmidt, Opperwall, and Speer, 1988; Simpson and Shaver, 1990).
Satisfaction with various visiting hour policies has been reported in the literature. A 
survey of critical care nurses reported that units with liberal visiting hour policies had 
higher ascribed patient and family satisfaction over units with conservative policies. In 
the same study nurses identifying the ideal visiting policies supported a liberal approach 
in contrast to the actual conservative policy in place (Stockdale and Hughes, 1992).
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Another author reported that nurses’ satisfaction with the visiting hour policy rose from 
12 to 91 % after enacting open visitation (Henneman, Cardin, and Papillo, 1989).
Problem Statement
The actual practices as reported previously in the literature of most intensive care 
units are contrary to meeting the needs o f the patient and family. Visiting hour policies 
continue to limit family-patient interaction. Restrictions include the number of visits, 
length of visit, number of visitors, type of visitor, and the minimum age of the visitor 
(Younger, Coulton, Welton, Juknialis, and Jackson, 1982; Stockdale and Hughes, 1988).
A relationship has been reported between institutional and unit variables with visiting 
hour policies. Kirchhoff(1982) raised the question that, if the critically ill patients’ 
needs were foremost in setting visiting policies, a variance with institutional or unit 
characteristics would not exist. In addition, the educational level of nurses has been 
associated with the importance of restricting visiting. In other words, as the educational 
level o f nurses increases the importance o f restricting visiting hours decreases (Kirchoff, 
1982; Hopping, Sickbert, and Ruth, 1992).
Despite research findings in support o f liberalizing visiting hours, previous studies 
show little change in policies and procedures. By refusing to change practice, nursing 
has excluded the needs of the family to be with the patient and the desire of the patient 
for visitation.
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4Purpose
Considering the recent increase in family-centered discussions, it would be 
beneficial to find out if  the practices o f hospitals have changed (Dracup and Byran- 
Brown, 1992; Mardsen, 1992; Hamner, 1990; Bryd, 1994). A review of the literature by 
the researcher did not reveal a survey o f visiting hour practices since 1988. However, 
much of the literature and research on the need to change visiting hours were reported 
subsequently.
Therefore, the purpose of this study was to examine visiting hour policies and 
practices of coronary care units (CCUs) in the western United States. The study 
examined the influences of demographic and institutional data on visiting policies. Also, 
the correlations between type of visiting hour policy with the head nurses’ perception of 
nurse, ascribed patient, and ascribed family satisfaction were reported. The results were 
compared with previous research to determine if practices have changed.
Significance
Holistic nursing care centers on both the needs of the patient and family. Changes in 
health care require early involvement of the family in the care o f the patient. Addressing 
the needs of the family can assist in alleviating stressors in the critical care area. One 
need expressed by families has been the need to visit the patient.
Previous research has indicated that nursing has not adequately addressed the needs of 
the family. Additionally, research has shown that patients and families desire 
liberalization of visiting policies. However, reported visiting hour policies reveal that
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
5nurses have not implemented research results. This study is significant to nurses and 
nursing management. The information gained in this study can help identify if  nurses are 
practicing one method of primary prevention (liberalized visiting) to reduce patient and 
family stressors (coronary care unit) as proposed by Neuman (1995).
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CHAPTER 2
REVIEW OF THE LITERATURE AND CONCEPTUAL FRAMEWORK
A review of the literature on the topic o f visiting hours began with research in the area 
of family needs. Also included in the review was research in the area of visiting hours 
and the effect of visiting on the patient.
Family Needs
Many of the studies that looked at the needs of families in the intensive care unit rank 
the ability to see the patient in the top ten needs. Several o f these studies also addressed 
the family's perception of the nurse's role in meeting those needs.
A pivotal study in the area o f family needs was Moltefs (1979) descriptive study of 
the needs of relatives o f critically ill patients. The study looked at three questions, (a) 
What personal needs do relatives o f critically ill patients identify? (b) What is the 
importance of these needs to the relative? (c) Are these needs being met and, if  so, by 
whom? A convenience sample of 40 relatives of critically ill patients was interviewed 
using 45 "need" statements. The interviews took place within 48 hours of discharge from 
the intensive care unit to a general floor. Subjects responded to the importance of each 
need with a Likert scale of 1 (not important at all) to 4 (very important). Each subject
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was asked if the need was being met and by whom. The tool was developed through a 
review of the literature and a survey o f 23 graduate students. No reliability measures 
were given.
The top three needs Molter (1979) identified were to feel, (a) there is hope, (b) that 
hospital personnel care about the patient, and (c) to have the waiting room near the 
patient. To see the patient fi-equently was identified as important or very important by 35 
of the 40 respondents. Visiting the patient was ranked tenth out of the 45 need 
statements. Nurses were perceived as meeting more needs than anyone else. The top 
two needs met most fi'equently by nursing were to feel that the hospital personnel cared 
about the patient, and allowing the family to see the patient frequently. The study 
limitations include the lack o f reported reliability for the tool, a small and non-random 
sample, unclear characteristics o f the sample, and the visiting policy of the institution 
was not reported.
Daley (1984) interviewed a convenience sample of 40 adult family members o f 
patients within 72 hours of admission to the intensive care unit. The objectives o f the 
study were to determine the perceived immediate needs of family members with relatives 
in the intensive care imit, and to determine who is most likely to meet those needs.
Daley used a structured interview with 46 need statements subdivided into six major 
categories. The need statements were based on previous literature and the researcher's 
experience. Validity was established by a review of the tool by graduate nursing faculty 
members who were considered experts in the area. Descriptive statistics were used to
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8analyze the data. Need statements were read to the subjects who responded on a Likert 
scale of 1 (not important) to 4 (very important). Each subject was asked to identify 
whom they felt would best meet these needs.
In the category o f the need to be with the patient, the ability to be with the family 
member received a  mean score of 3.825 (1-4 scale). To be allowed to visit the patient at 
any time received a mean score of 3.051 (1-4 scale). The category with the highest rating 
was the need for relief of anxiety followed by the need for information. Of the 46 need 
statements the need to see the patient was ranked number eight. The majority of the top 
ten need statements were perceived as met by the physician, while the remaining needs 
were perceived as met by the nurse. The study was limited by a small sample size and 
lack of reliability information on the data collection instrument. No information was 
given on the visiting policy of the unit.
The purpose o f Bouman's (1984) study was to determine the perceived needs of family 
members within 36 hours of and after 96 hours following the patient's admission to the 
intensive care unit. Furthermore, the study determined if  the perceived needs of families 
change over time, by family member (blood relative versus significant other), or by place 
(medical versus surgical intensive care). Thirty-four family members of 21 patients 
admitted to a medical or surgical intensive care unit were surveyed. The researcher 
attempted to interview at least one blood relative and one significant other for each 
patient. Using a Q sort methodology, data was collected during two contacts 60 hours 
apart. Forty-five need statements adapted from Moltefs study were used. Family
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members placed the needs on a Likert scale o f 1 (not important) to 4 (very important). 
Mean values were determined for each time period. T-tests were used to determine the 
effect of the relationship of the visitor and place of the visit.
The top three needs were, (a) to be assured the best care possible is being given to the 
patient, (b) to know the specific facts about the patient's progress, and (c) to know the 
probable outcome. O f the 46 need statements the need to see the patient frequently 
ranked number ten. No significant difference was found concerning the type of patient 
unit Blood relatives rated needs slightly higher than did significant others. Additionally, 
the mean values for all the statements were somewhat lower during the second 
collection. The grouping of cognitive needs were ranked higher than emotional 
(p<.0001) and physical needs (p <0001).
Limitations of the study included its small size and lack of reliability and validity 
evidence for the data collection instrument. No information was given about the unit's 
visiting policies. The characteristics o f the sample family members were unclear. Given 
the sample size, it appears that a blood relative and a significant other for each patient 
were not interviewed.
Leske (1986) used Moltefs need statement instrument to identify the reported needs 
of family members of patients in the intensive care unit. The convenience sample 
consisted of 55 family members of 20 critically ill patients with a broad range of 
diagnoses. Each subject filled out the 45 need statement survey within 72 hours of 
admission to the intensive care unit. Leske modified the instrument bv randomlv
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ordering the need statements, and adding open ended questions to assess for new needs 
not previously reported. The tool was renamed the Critical Care Family Needs Inventory 
(CCFNI), and reported to have a Cronbach's alpha coefficient o f  0.98.
Mean values were used to rank the need statements. The top three needs included, (a) 
to feel there is hope, (b) to have questions answered honestly, and (c) to know the 
prognosis. Ranking ninth was the need to see the patient frequently. No new needs were 
added with the open ended questions. Limitations o f the study were its small sample size 
and non-randomization. Furthermore, more than one family member for each patient 
were interviewed, perhaps biasing the results.
Spatt et. al. (1986) examined the needs o f families in the intensive care unit within 48 
hours of admission. Along with determining the needs o f the family, the researchers 
questioned which of these needs were unmet, and if the needs o f spouses or relatives 
differed. Molter and Leske's 45 need statement survey was used with a reported internal 
consistency of 0.88. The convenience sample consisted of 25 family members o f an 
unreported number o f patients.
Mean values were used to determine the rank order o f needs. The top ten needs were 
similar to the previous studies already mentioned. The need to see the patient frequently 
was ranked number eight. Among the five highest unmet needs included the need to 
have flexible visiting hours. The Mann-Whitney U test showed no significant difference 
between spouses or other family members in ranking of needs.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
11
Family Needs and Visiting Hours 
Several studies examined visiting hours and its effect on family needs. Stillwell 
(1984) examined the relationship of the ranked importance of visiting needs to the 
following variables, (a) family characteristics, (b) previous intensive care experience, (c) 
social support, (d) religion, (e) the family's perception o f the patient's condition, and (f) 
the diagnosis o f the patient. A convenience sample o f 30 family members in a combined 
medical intensive care and coronary care unit (CCU) was interviewed within 36 hours o f 
admission to the unit. The visiting policy o f the unit was every hour for ten minutes from 
10:30 a.m. to 8:30 p.m. During the interview demographic information was obtained and 
subjects ranked nine need statements on a 4 point Likert scale of 1 (not important) to 4 
(very important). Eight questions related to visiting needs o f families were derived from 
Moltefs need statements. The ninth question concerning privacy and visiting was added 
due to the ward-like setting in the unit. Validity testing o f the abbreviated instrument 
was not reported.
Kendall's tau showed a significant correlation between the family’s perceived 
condition of the patient and the need to see the patient. As the family's perceived view of 
the severity o f the illness increased, the need to visit the patient also increased. Of the 
visiting needs, the need to see the patient frequently was ranked the highest. Ranked 
second was the need to visit the patient whenever the family wanted. The study was 
limited by its small sample size and lack of normal distribution.
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An experimental study by Freismuth (1986) looked at the importance o f family needs 
and the extent those needs were met with restricted visiting versus open visiting hours.
The visiting policy of the control group was 15 minutes every two hours from 9:00 a.m. 
to 9:00 p.m. The experimental group had unlimited access to the patient in terms of 
frequency and length. Family members were interviewed within 48 to 72 hours o f 
admission to the intensive care unit. The 30 item questionnaire ranked the importance of 
each need and the extent the need was met. No further information was given on the tool 
or its reliability and validity.
The results of the rank order needs were similar to previous studies. Information, the 
relief o f anxiety, and to see the patient were the top three categories o f needs. The mean 
values of met needs were higher for the experimental group than the control group. The 
experimental group had 26 of the 30 needs met. Mean values for the control and 
experimental groups were computed and t-tests were used to determine how often a need 
was met. T-tests showed a significant difference (p <05) between the two groups for the 
following needs, (a) to be with the patient more often, (b) to be allowed to visit anytime, 
(c) to have someone tell the visitor what he or she is able to do at the bedside, and (d) to 
know what treatment the patient is receiving. Limitations of the study include the lack of 
random sampling and small sample size.
Research studies have looked not only at the perception of the family member 
concerning visiting hours, but also the perceptions of the patient, nurse and physician. 
Halm and Titler (1990) looked at the importance and satisfaction of visiting needs of
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family members as perceived by patients, family members, nurses, and physicians. In 
addition, the study examined the attitudes o f the groups to less restricted visiting. The 
first part of the questionnaire consisted of the 46 need statements developed from 
previous research. Only the 15 need statements related to visiting were reported in the 
study. The second part was composed of a series o f open ended questions concerning 
visiting hours in the intensive care unit. Internal consistency o f the 46 need statements 
was reported as a coefficient alpha of 0.79 to 0.95. Content validity was determined by 
a panel o f critical care nurses. Following the panel’s review, the instrument was modified 
and a pilot study of family members and critical care nurses was conducted with the 
revised tool. The pilot study indicated that the content was clear and comprehensive.
Significant differences were found in the four groups’ perception of the importance 
and level of satisfaction with the 15 visiting need statements. Patients perceived the 
needs of family members as more important than did nurses, physicians, or families. 
Patients and family members were more satisfied than nurses or physicians ranked them 
to be.
Family, patient, nurse, and physician groups all reported varying responses on the 
importance and satisfaction of visiting needs. Families expressed a desire for more 
liberal visiting hours. Patients preferred more conservative policies with set frequency, 
length, and time. Most nurses did not prefer a specific visiting pattern. The majority 
expressed a desire for unlimited frequency of visits however, limiting the length to 15 to 
30 minutes. All four groups agreed that the number o f visitors allowed at the beside
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should be limited to two. Most patients responded that children under the age of 12 years 
should not be allowed to visit. Some patients, as well as most nurses and physicians, felt 
it should be treated on an individual basis with proper supervision. Family members 
believed children under age 12 should be allowed to visit with preparation and 
supervision.
While the majority of the nurses could accurately describe the unit's visiting policy, 
only four percent reported strict adherence to the policy. Thirty-eight percent o f the 
nurses reported adhering to visiting hours when the unit was busy in the belief that 
visitors interfered with care. Physicians could not accurately describe the unit's visiting 
policy.
All four groups expressed a desire for flexibility in visiting hours. Respondents stated 
the circumstances that may require flexibility include patient or family related issues.
Over half of the patients in the study wanted family to visit more frequently. Family 
members felt strongly that visiting was important to the recovery of the patient and 
improved the emotional well-being of the patient. Almost all the nurses and physicians 
responded that unlimited visiting was not important or only slightly important to the 
recovery of the patient. Fifty-one percent o f the nurses reported that unlimited visiting 
would have a negative effect.
Visiting Hours
Four studies were found that investigated the visiting policies o f hospitals in the 
United States. The first was conducted in 1979 by KirchhofFand reported in 1982. The
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report was part o f  a larger study that looked at the restrictions imposed on patients with 
myocardial infarctions. A cross-sectional national survey o f hospitals was used to 
determine the various visiting policies in CCUs. The randomized sample was obtained 
with a listing from the American Hospital Association. All hospitals were accredited by 
the Joint Commission on the Accreditation of Hospitals, had an intensive care unit or 
e c u ,  and were acute medical-surgical hospitals.
The questionnaire consisted of two parts. The unit form asked the demographics o f 
the unit, the hospital, and the unit's visiting policy. Second, the nurse form was 
completed by two randomly selected staff nurses and the head nurse. Using a Likert 
scale, nurses ranked the importance of various restrictions on myocardial infarct patients. 
Of the 21 nursing actions, only the questions related to visiting hours were reported in the 
study. The face validity of the unit form was accepted based on its demographic nature. 
Content validity o f the nurse form was determined by a panel of experts and factor 
analysis. The reliability of the three raters was tested. In addition, both forms were 
tested in a pilot study.
The relationships between institutional and unit variables with visiting hours were 
found significant, although the relationships were weak. Duration of visit, number o f 
visitors, and type of visitor were related to institutional and unit variables. Using a 7 
point scale nurses ranked high the importance of restricting visitors (mean=5.9) and 
frequency of the restriction (mean=5.5). The study reported a relationship between the
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educational level o f nurses and the importance of restricting visiting. As the educational 
level increased the importance of restricting visitors decreased.
Younger et al. (1984) surveyed head nurses from 78 intensive care units in 37 Ohio 
hospitals. O f the 78 units 53 were adult medical/surgical intensive care units and 6 were 
pediatric medical/surgical intensive care units. Nineteen of the units were coronary care 
units. Head nurses were contacted by telephone and asked multiple choice questions on 
(a) the frequency of visits, (b) length of visit, (c) number o f visitors allowed, (d) 
minimum age of visitors, and (e) visitation by non-family members. Respondents were 
asked to list the circumstances under which the policy would be waived, the process of 
developing the current policy, and their satisfaction level with the visiting policy. A pilot 
study of six intensive care units outside the sample area verified the clarity o f the 
interview format.
The most frequent response to the frequency of visits per day was unlimited 
(47%, n=36). However, 26% (n=20) allowed only two visits per day. Forty-two percent 
(n=33) restricted the length o f visits to less than 20 minutes. Visits o f 30-45 minutes 
were allowed by 40 percent (n=30) o f the hospitals. Nine percent (n=7) did not restrict 
the length of visits.
Most (99%, n=77) o f the hospitals restricted the number of visitors per visit to 2. 
Visitors were restricted to immediate family by 58% (n=45) o f the hospitals. Likewise, 
77% (n=60) rarely or never allowed visitation by children under the age of 12 years.
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Twenty percent (n=16) allowed children to visit occasionally. Only 3% (n=2) allowed 
child visits frequently.
The researchers reported 77% of the visiting policies were developed by nursing, 74% 
by the medical director, and 64% by hospital administrators. Although not clearly stated, 
given the percentages many of the respondents chose more than one response for policy 
development. The majority of the responding nurses (58%, n=45) reported that patients 
were very satisfied with the current visiting policy. While, 51% (n=38) o f the nurses 
reported families were only moderately satisfied. The survey reported 49% (n=38) o f the 
nurses were very satisfied with the current policy and 47% (n=37) were moderately 
satisfied.
The study by Younger et al. (1984) was not limited to one type of critical care area 
and included pediatric as well as adult patients. With 78 head nurses at 37 hospitals the 
study looked at more than one unit per hospital. Comparing the results reported by 
Younger et. al. with this study should be done with the knowledge of the diversity o f the 
two sample characteristics.
At the 1985 American Association of Critical Care Nurses’ National Teaching 
Institute, Sockdale and Hughes (1988) surveyed 240 nurses attending a lecture titled, 
"Supporting Families o f Critically 111 Patients." The survey included questions on the 
nurses’ current visiting policy and their perception of the ideal visiting policy. Second, 
the survey examined the relationship between the current policy with nurses', ascribed 
patients', and ascribed families' satisfaction.
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Of the original sample, 197 nurses responded to the visiting policy section o f the 
survey. The responses were broad and the researcher concluded there was no uniform 
visiting policy. The majority (73.1%) of the units had a set number of visits per day. 
Eighty-four percent reported restricting the length of the visits. The most frequent length 
was 15 minutes. Ninety-four percent of the units reported restricting the number o f 
visitors, most frequently at two. The majority o f units (89.3%) set a minimum age for 
visitors, with the most frequent response of 14 years.
The section of the survey on reported patient, family, and nurse satisfaction with 
visiting policies was completed by 230 of the nurses surveyed. No significant difference 
was noted in nurses' satisfaction with liberal versus conservative visiting policies. Units 
with more liberal visiting reported a significantly higher ascribed patient satisfaction 
(p <0001) and a higher ascribed family satisfaction (p <0001).
The responses to the ideal visiting policy were diverse, with no overall agreement on 
what the policy should be. The majority supported unlimited visiting, unlimited length of 
stay, two visitors during the visit, and no minimum age for visitors. According to the 
study findings, actual and ideal policies differed greatly.
The study by Stockdale and Hughes (1988) appeared biased in the fact that all the 
respondents were attending a National Teaching Institute lecture on supporting families. 
Those people attending the lecture may have been more "in-tune" to the needs o f the 
family in the intensive care unit. No information was given on the tool, or its reliability 
and validitv.
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The fourth study was conducted in 1988 by Hopping, Sickbert, and Ruth (1992). The 
purpose o f the study was to identify the factors related to visiting hour policies in CCUs.
A questionnaire was mailed to the head nurse of CCUs of randomly selected teaching 
and nonteaching hospitals in the midwestem United States. Thirty-two questiormaires 
were returned, for a response rate of 61.5 %.
The researchers found that teaching hospitals reported more liberal visiting hours 
than nonteaching hospitals (Chi-square (4) = 64.68, p < .01 ). In addition, teaching 
hospitals were more likely to be lenient in enforcing visiting policies. A significant 
difference was found between teaching and nonteaching hospitals concerning origination 
of visiting policies (Chi-square (1) = 132.2, p < .01). The majority of nonteaching 
hospitals (78 %) reported that visiting policies originated from committees composed of 
nurses, administrators, and physicians. However, in teaching hospitals nurses were more 
likely to control the origination of visiting policies (82 %). In teaching hospitals the 
authority to make changes in visiting policies was divided between nurses (27 %) and 
committees composed of nurses, administrators, and physicians (73 %). In nonteaching 
hospitals the authority was further divided between nurses (11 %), physicians (11 %), and 
committees (72 %).
Rationale for visiting hour policies included benefits for the patient, nurse, and family. 
Advantages for the patient were rest and sleep. Benefits reported for the nurses were 
control, undisturbed change of shift report, and decreased crowding and traffic in the 
unit. Advantages for the family were mentioned only by units that negotiated visiting
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with the family and patient. In these cases, advantages included education and decreased 
stress.
Of the responding hospitals, teaching hospitals were more likely to employ 
baccalaureate level nurses than nonteaching hospitals. Chi-square analysis showed a 
significant difference in the educational level of the Director of Nursing at teaching 
versus nonteaching hospitals (p < .01). The educational level of the Director o f Nursing 
was higher at teaching hospitals, with 82 % stating their administrator had a master's 
degree. Only 58 % of the administrators in nonteaching hospitals held a master's degree. 
The researchers concluded that the data supported Kirchhoffs (1982) finding that 
educational level was inversely associated with the importance o f restricting visiting 
hours. The results should be viewed with caution given the small sample size.
The effect of visiting policy on nursing staff was examined by Henneman, Cardin, and 
Papillo (1989). The purpose of the study was to describe the nurses' response to open 
versus restricted visiting, to compare the nurses' satisfaction with the two policies, and to 
evaluate the impact on open visiting. The researchers used a questionnaire combining a 
Likert scale, open ended, and yes or no questions. Face and content validity of the tool 
were obtained by a panel of expert clinicians. Test-retest was used to evaluate the 
reliabilitypf the tool. The open-ended questions were analyzed with content analysis. 
Chi-square was used to analyze the difference between variables. The tool was 
distributed to all the nursing staff in five adult critical care units six months before and 
two months after implementing an open visiting hour policy.
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Six months before the unit changed its visiting policy only 12 % of the nurses were 
satisfied with the policy. Fifty-one percent felt it should change although, 90 % felt it 
should still be restricted. Thirty-nine percent o f the nurses felt exceptions to the policy 
should be made if  the patient was critically ill. Only 24 % reported exceptions should be 
made if  the patient was dying. After open visiting was enacted 91% of the nurses felt it 
was beneficial for the patient and family. The majority (81%) reported that visitors did 
not interfere with care. Nurses were significantly more satisfied with open visiting than 
restricted visiting hours (p <.001). Respondents reported open visiting decreased family 
stress, offered greater flexibility, and improved sharing of information and bonding with 
the family. Negative aspects of the change included concern that the patient and family 
were not getting enough rest and an increase in nursing stress. Sources o f stress for the 
nurses were the families' requests for information and asking the family to leave the 
bedside
Effect of Visiting Hours on Patients 
Brown's (1976) study was often cited in the literature in support of the adverse effect 
of visitors on the physiological well-being of the patient. The purpose o f the study was to 
determine if  family visits were stress-producing for the patient in the CCU. The blood 
pressure and heart rate of 50 patients were monitored five minutes before visiting, during 
the ten minute visit, and within five minutes after the visit. The data was collected for 
three subsequent visits and compared with a "control period". The control period was 
defined as an identical time sequence, during the same day, when the patient was awake.
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but undisturbed by any other events. Visiting hours for the unit were ten minutes every 
hour from 10:00 a.m. to 9:00 p.m. The results o f the study showed an increase in blood 
pressure during family visits over the control period, with the greatest increase during the 
first family visit. The differences before and after the first and second visits were 
statistically significant (p < 0.05 and p < 0.005). The change in heart rate followed the 
same pattern as blood pressure. All the heart rate changes were reported as statistically 
significant at the p < 0.005 level, although they were not as dramatic as the changes in 
blood pressure. Comparison of the blood pressure and heart rate during the control 
period showed no difference.
A critical review of the study revealed several areas o f concern. The differences in 
heart rate and blood pressure were only evaluated for statistical significance, and not 
clinical significance as well. Furthermore, the heart rate and blood pressure of the 
patients were taken manually. Mills, Thomas, Lynch and Katcher (1976), reported that 
pulse palpation was known to increase heart rate. Heater (1985) points to the presence of 
the investigator as possibly influencing the patient-family interaction. Heater reported 
that the first five to ten minutes of patient interaction are the most "dangerous". Finally, 
the artificial nature o f the ten minute restriction may place additional stress on the patient 
and family. Simply knowing that only ten minutes were allowed for the visit may have 
caused additional stress by having to fit the interaction into the time frame (Kirchoff, 
1982).
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Simpson and Shaver (1990) also looked at the cardiovascular response of family visits 
on CCU patients. Blood pressure, heart rate, and premature ventricular contractions were 
studied on 24 patients in a CCU during both a family visit and an interview by the 
researcher. The researcher interview consisted of inquiring on the patient's home, family, 
work, and cause for hospitalization. Data analysis using MANOVA for repeated 
measures showed no significant difference in the systolic blood pressure, diastolic blood 
pressure, heart rate or premature ventricular contractions between the visit and the 
interview. The lowest blood pressures were recorded during family visits. The 
researcher concluded that visits may have a calming effect on the patient. The highest 
increase in heart rate was recorded during family visits, but was not noted to be clinically 
significant.
Conceptual Framework
Betty Neuman's (1995) System Model provides a conceptual framework for this study. 
Neuman's model is a holistic, multidimensional view of an open client system. The 
model was chosen because it provides a framework for addressing family and patient 
needs through intervention strategies. The following section will give a brief summary of 
the model, link the model to the present study, define the research questions and 
variables, and list essential assumptions.
Neuman's (1995) open system model focuses on the internal and external stimuli that 
may cause stress within the client. The model is represented by concentric rings that 
surround the basic core, or the client. The client system may consist o f not only one
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person, but also a group, family, community, or social issue. The system is 
multidimensional with five variables: physiological, psychological, sociocultural, 
developmental, and spiritual. When stress is experienced the client adjusts to promote 
optimal stability. Intrapersonal stressors originate within the client system. Stressors that 
exist outside the system are extrapersonal. Interpersonal forces are outside the system 
and occur between one or more individuals.
Outside the core o f the system are three concentric rings: the line o f resistance, normal 
line of resistance, and the flexible line o f defense. The outermost ring is the flexible line 
of defense that acts to protect the system from stressful stimuli. Neuman (1995) stated, 
"That is, it ideally prevents stressor invasion of the client system, keeping the system free 
from stressor reactions, or symptomatology" (p. 27). The flexible line may expand or 
shorten itself as client needs dictate. If the flexible line o f defense is ineffective, the 
system may feel the impact o f the stressor.
The normal line of defense represents the usual wellness level o f the system. This 
line is dynamic and reflects the ability of the system to adapt to stressors. The line of 
resistance encircles and protects the core. When stress penetrates through the rings, the 
line of resistance activates in an attempt to protect the client from instability or death.
The goal of nursing within the model is to facilitate wellness. Optimal wellness is 
defined as "the best possible health state achievable at a given time" (Neuman, 1995, p.
32). To facilitate optimal stability nurses must assess the reaction and possible reaction 
of stressors on the system. This is done through primary, secondary, and tertiary
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prevention interventions. Primary prevention strengthens the flexible line o f defense by 
reducing the possibility o f encounters with stressful stimuli. Secondary prevention treats 
symptoms of stress early on by reinforcing the internal lines of resistance. Tertiary 
prevention helps return the client to wellness following treatment
Neuman's (1995) model can be used to answer the research questions proposed in this 
study. Primary prevention focuses on maintaining system stability by strengthening the 
flexible line of defense. Strategies "are aimed at retaining the family system integrity and 
reducing stressor encounters" (Neuman, 1995, p. 287). The flexible line o f defense can 
be strengthened by developing a family-focus to critical care nursing with liberalization 
of visiting hours. This study was aimed at determining the current visiting practices 
(primary prevention) within the coronary care setting (stressor). This will provide the 
researcher with information that will determine if nursing is using primary prevention in 
the CCU. This knowledge will direct the need for future interventions and research in 
primary prevention as a way of reducing family stressors and increase family stability.
Assumptions
The following are assumptions that are relevant to this study:
1. The questionnaire will be answered honestly by the respondents.
2. Nurses have the ability to correctly evaluate patients' and families' level of 
satisfaction with visiting hours (Stockdale and Hughes, 1988).
3. The coronary care unit is a source of stress for the patient and the family (Riegel 
and Ehrenreich, 1989).
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4. Patients desire visitation by family members (Simpson, 1991).
Research Questions
The research questions for this study are:
1. What are the visiting policies and procedures of coronary care units within the 
western United States?
2. What are the influences o f demographic and institutional data on visiting 
policies?
3. Is there a correlation between the type of visiting policy with nurses' satisfaction, 
the ascribed patients’ satisfaction, and the ascribed families' satisfaction with the 
current visiting policy?
Definition of Terms
Coronary care unit - Specialty unit within the hospital where care is provided for 
patients with acute coronary thrombosis or related life threatening coronary illnesses 
(Taber, 1981).
Visiting policv - The written or universally accepted rules that govern the length of 
visits, number of visits per day, number o f visitors, minimum age of visitors, and type o f 
visitor for a coronary care unit.
Visiting procedures - The adherence to the visiting policy, the exceptions to the policy 
and by whom, and the origination or authority to change the visiting policy.
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Ascribed family satisfaction - Defined as the perceived level o f family satisfaction 
with the visiting policy as determined by the head nurse o f the unit (Stockdale and 
Hughes, 1988).
Nurses' satisfaction - The self-reported satisfaction of head nurses with the visiting 
policy of the unit (Stockdale and Hughes, 1988).
Visitor - Any member o f the patient's family, a friend or significant other who the 
patient wishes to see.
Conservative visiting policv - Less than seven visits per day, 10 minutes or less each 
visit, no night visiting, a minimum age o f 14 years, and no visiting by non-family 
members (Stockdale and Hughes, 1988).
Liberal visiting policy - Open visiting with no restrictions on frequency, length, night 
visiting, non-family members, or minimum age (Stockdale and Hughes, 1988).
Moderate visiting policv - Frequency of 8-24 visits per day, 15 minutes to two hours 
in length, with non-family and children visits allowed sometimes.




The purpose o f this descriptive correlational study was to evaluate and compare 
current visiting hour policies in coronary care units (CCU) with previous studies on the 
issue. The framework for the study was based on Neuman's (1995) view of primary 
prevention. In particular, this study examined one method of primary prevention, visiting 
hours in the CCU. Primary prevention may reduce the impact o f stressors on the patient 
and family in the CCU. The descriptive correlational design of the study was an 
appropriate method for gathering information on a selected method of primary 
prevention.
Sample
The population of interest for the study was all adult CCUs in the United States who 
met the criteria for inclusion in the study. The inclusion criteria included hospitals: (a) 
reporting to the American Hospital Association Guide. 1994-1995 edition, (b) accredited
28
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by the Joint Commission on Accreditation of Healthcare Organizations, (c) classified as 
general medical-surgical hospitals, and (d) have an adult CCU (Kirchhoff, 1982). It was 
not feasible for this study to investigate all the CCUs in the United States. Thus, the 
sample was narrowed to hospitals within the western United States. A computer mailing 
label company prepared a listing of hospitals that met all the criteria. The western 
United States was defined at the states of: California, Washington, Oregon, Idaho, 
Nevada, Montana, Wyoming, Utah, Arizona, Colorado, and New Mexico. A 
questionnaire was mailed to hospitals provided by the mailing company within these 
states that met the inclusion criteria.
Human Subject Rights 
Approval for this study was obtained from the Department of Nursing Human Rights 
Review Committee and the University o f Nevada Las Vegas Institutional Review Board.
No risks were identified for the participants in the study. Benefits included future 
patients and families in CCUs. This study may have encouraged a critical review of 
visiting policies by head nurses. Consent to participate in the study was voluntary and 
informed. The cover letter informed the participant that the study was voluntary in 
nature. Each questionnaire included the following statement; Return of this 
questionnaire will be considered as consent to participate in this study.
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Data Collection Methods
A cover letter, describing the study, and the questionnaire were mailed by the 
researcher to the head nurse o f the CCU of each hospital in the sample. A stamped self- 
addressed envelope was included to help facilitate return of the questionnaire. Each 
questionnaire had a numerical code that allowed the researcher to correlate the returned 
questionnaire with the address. The numerical coding of the questionnaires aided in the 
formulation of a second mailing list of non-respondents and avoided duplicate returns. 
The cover letter informed the respondents of this procedure.
Non-responding head nurses received a second mailing three weeks after the original 
mailing date. This mailing included a letter reminding the nurse of the study and 
encouraged return of the completed survey. Data collected from the questionnaires was 
coded to allow for computer entry.
Instrument
The method of measurement used in this study was a 28 item questionnaire developed 
by the researcher from a review o f the literature (Appendix B). The questionnaire 
requested information about the adult CCUs visiting policy, the head nurse, institution, 
and unit. The questionnaire consisted of 26 multiple choice and two open-ended 
questions. The level of measurement for the questions on the survey ranged from 
nominal to ordinal.
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Face validity o f the tool was assumed based on the demographic nature o f the data. 
Content validity o f the instrument was determined with a review of the form by experts 
in the area of critical care.
Data Analysis
Descriptive statistics were used to provide information on the characteristics o f the 
sample and the distribution of visiting hour policies. The first research question asked, 
"What are the visiting hour policies and procedures o f coronary care units in the western 
United States." Mean numbers for the variety of responses were gathered for an overall 
description of visiting hour practices in the hospitals selected. These numbers were then 
compared to previous studies.
To look at the second question, "What are the influences o f demographic and 
institutional variables on visiting hours," Chi-square and Kendall's tau were used. The 
third research question asked, "Is there a correlation between visiting policy and nurses' 
satisfaction, the ascribed patients' satisfaction, and the families' satisfaction with the 
current visiting policy?" Kendall's tau was used to determine if  a relationship existed 
between level o f satisfaction and visiting hour policy. Visiting hour policies were coded 
as conservative, moderate and liberal for this question.
Methodological Limitations
The attrition rate may have biased the sample due to a lack of response by a certain 
subset of the population. The number o f each type of hospital was limited for several 
categories making it difficult to meet the assumptions for Chi-square.
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Selection o f less rigorous nonparametric tests may have limited the strength and the 
ability to generalize the findings. All methods of analysis were nonparametric and thus 
weakened the potential to identify findings.
The question o f satisfaction of the nurses, patients and families was an ascribed rating. 
It was based on the ability o f the head nurse to answer the questions honestly and 
accurately. Certainly, a more accurate method would have been to question the subjects 
directly. Cost and time factors did not allow for expansion o f the study in this area. The 
head nurses may have biased their answers in an attempt to make themselves or the units 
look good in the eyes o f the researcher.
The descriptive correlational design of the study was used to describe the relationships 
between the variables. However, the nonexperimental design can not indicate a cause- 
effect relationship and thus, was considered weak. The design was also at risk for 
developing inaccurate interpretations of the results due to the fixed nature o f the 
variables (Polit and Hunger, 1995)
Finally, the research tool was developed by the researcher from a review of the 
literature and had not been subject to prior testing. Examination o f the data from 
returned surveys indicated several areas of the survey in need of improvement and may 
have weakened the study results.
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RESULTS
This chapter will report the descriptive and inferential statistical results from the data 
collected with the study’s survey. Included is a description of the demographics from 
responding head nurses o f hospitals with coronary care units (CCUs) in the western 
United States. Visiting hour policies and procedures for the hospital’s CCUs are 
reported. Finally, the statistical analysis of the data related to the research questions will 
be presented.
The surveys were sent to all hospitals whose address was provided by the label 
company and met the study’s criteria. Surveys were addressed to the nursing manager of 
the CCU. Of the 298 surveys mailed, 172 were returned. Four head nurses reported the 
hospitals did not have a CCU and were deleted from the study. The usable return of 168 
surveys from 294 possible CCUs yielded a return rate of 57 %.
Demographics
Of the responding head nurses, 39 % (n=66) did not answer the question indicating 
their job title. The majority or 24% (n=41 ) identified themselves as the head nurse. The 
job title, director o f critical care, was reported by 16 % (n=26) of the nurses. Five
33
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percent (n=8) reported a job title of assistant manager and four percent (n=7) as the 
charge nurse. Eleven percent (n=19) indicated multiple titles and roles and were coded 
as other.
The highest nursing degree for responding nurses ranged from an Associate Degree in 
Nursing (ADN) to a Doctor o f Nursing Science (DNS). The educational level for the 
executive over nursing ranged from an ADN to a Doctor of Philosophy in Nursing (PhD). 
The data was compiled into three levels o f education. Thirty-two percent (n=53) of the 
responding nurses had less than a baccalaureate degree in nursing. A Bachelor of 
Science in Nursing degree was held by 45% (n=75) o f the head nurses and 19% (n=32) 
had a graduate level degree in nursing. Eighty percent (n=134) of the executive nurses 
had a graduate degree in nursing, 11% (n=18) had a BSN, and 2% (n=4) had less than a 
bachelor degree (Table 1).
The head nurses were asked to identify the hospital as a teaching versus non-teaching 
facility. Responding nurses reported 23% (n=38) as teaching hospitals and 77%
(n=130) as non-teaching hospitals (Table 2).
Hospitals were also identified by their location. Of the responding nurses, 38%
(n=64) described the hospital’s location as urban, 39% (n=65) as suburban, and 23% 
(n=38) as a rural setting (Table 2).
When asked to identify the type o f hospital, 66% (n=l 10) of the hospitals were 
categorized as non-profit community facilities and 21% (n=35) were for-profit 
community hospitals. Three percent (n=5) were university affiliated hospitals.
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Table 1
Demographic Data Summarizing the Highest Nursing Degree of Responding Nurses and 
Executives over Nursing
Responding Nurse (n=1601_______________ Executive Over Nursing (n=I561
n % n %
Degree
ADN 34 20.2 3 1.8
Diploma 19 11.3 1 .6
BSI 75 44.6 18 11.7
MSN/MS 31 18.5 123 73.2
DNS 1 0.6 - -
PhD - - 11 6.5
Grouped
Less Than 
BSN 53 31.5 4 2.4
BSN 75 44.6 18 10.7
Graduate
Level 32 19.0 134 79.8
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Table 2





Type o f Hospital (n=163)
Community (non-profit) 110 65.5
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six percent (n=10) listed the category county/state/federal, and two percent (n=3) were 
military hospitals (Table 2).
The number of patient beds within the hospitals was divided into five 100-bed 
categories. Participants reported 20% (n=34) of the hospitals had a bed capacity of less 
than 100 patient beds. Twenty-six percent (n=44)of the nurses reported a bed category of 
100-199 patient beds, 22% (n=37) had 200-299 beds, and 20% (n=33) had 300-399 beds. 
Seven percent (n=l 1) o f the hospitals had over 400 patient beds (Table 3).
In addition, nurses were asked to report the number of CCU patient beds within the 
hospital. The responses were placed into five categories. Eight percent (n=13) reported 
less than five coronary care beds, 43% (n=72) had 6-10 beds, and 22% (n=37) had 11-15 
beds. Fifteen percent (n=25) had 16-20 beds, and 11% (n=18) had more than 21 coronary 
care patient beds (Table 3).
Visiting Policies
The survey included nine questions concerning the characteristics of the hospitals’ 
visiting hours and policies in the CCU. Respondents identified, (a) frequency of visits 
per day, (b) length of visit, (c) number of visitors per visit, (d) visiting restrictions at 
night, (e) minimum age of the visitors, (f) restrictions on visiting by non-family members, 
(g) enforcement of the policy, (h) pet visitation, and (i) ideal policies. Only those 
characteristics related to the research questions will be presented.
The frequency of visits per day was divided into six categories (Table 4). The










Greater than 400 11 6.5
CCU Bedsfn=165^
Less than 5 beds 13 7.7
6 -1 0 72 42.9
11 -15 37 22.0
16-20 25 14.9
Greater than 21 18 10.7
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Table 4
Summary of Frequency and Length of Patient Visitation in the Coronary Care Unit
______________________________________ n__________________%
Number of Visits per Day (n=l65)
0 - 2  0 0.0
3 -4  5 3.0
5 -7  5 3.0
8 -1 2  11 6.5




5 minutes 14 8.3
10 minutes 30 17.9
15 minutes 15 8.9
20-30 minutes 6 3.6
1 - 2 hours 2 1.2
Unrestricted 81 48.2
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majority or 71% (n=120) of responses fell into the open or unrestricted number of visits 
per day. Fourteen percent (n=24) o f the nurses identified 17-24 visits per day. Visitation 
was allowed every hour around the clock for 23 hospitals in this category. The other 
hospital allowed visitation every hour for 16 hours of the day. The category 8-12 visits 
per day was identified by seven percent (n=l 1) o f the nurse respondents. In this category 
nine hospitals allowed visitation hourly for a 12 hour period of the day. The other two 
hospitals allowed visiting hourly for 10 hours o f the day. Five percent (n=5) of the nurses 
identified the category 5-7 visits and five percent (n=5) identified 3-4 visits per day.
None of the respondents indicated the categories of 0-2 and 13-16 visits per day.
The item, length of visit, was divided into six categories. O f the nurse respondents, 
eight percent (n=5) had five minute visits, 18% (n=30) had 10 minute visits, and nine 
percent (n=15) had 15 minute visits. While four percent (n=6) had 20-30 minute visits, 
one percent (n=2) had 1-2 hour visits, and 48 % (n=81 ) had open or no restriction on the 
length of visits (Table 4).
When asked how many visitors may visit at one time, one percent (n=2) allowed one 
visitor and 83% (n=139) allowed two visitors. Six percent (n=10) of the respondents 
allowed three visitors, 4% (n=7) allowed four visitors, and 3% (n=5) allowed five or 
more visitors per visit (Table 5).
Non-family members were not allowed to visit by five percent (n=8) of the 
respondents. Forty-two percent (n=71 ) allowed non-family members to visit.
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Table 5
Summary of the Number of Visitors Allowed Per Visit in the Coronary Care 
Unit (n=163)
n %





5 or more 5 3.0
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and 52% (n=88) stated non-family members may visit sometimes. The most frequent 
response for making an exception with non-family visits was if  the patient had no other 
family. Additional responses included, the patient or family requested the visit, and the 
non-family member was recognized as a significant other or close friend (Table 6.)
Children under the age of 14 years were not allowed to visit by 19% (n=32) o f the 
respondents. Child visitation was allowed by 34% (n=57) and 47% (n=79) of the 
responses stated children may visit sometimes. Reasons for the exception to child visits 
included if  the patient was dying or very ill, severity of the illness, patient request, and if 
the patient was the child’s parent.
Night visitation was not allowed by 40% (n=66) of the respondents, while 60% 
(n=101) allowed visiting during the night. The survey included an item on enforcement 
of the visiting policy. The policy was enforced most o f the time by 54% (n=90) of the 
respondents. Eleven percent (n=19) stated the policy was never or infrequently enforced 
and 30% (n=49) stated it was enforced sometimes.
Participants were asked to identify who originated the current visiting policy. 
Furthermore, they specified who had the authority to change the current policy. The 
question on origination of the visiting policy contained six possible responses including: 
staff nurse, nursing management, physician and committee. The response of don’t know 
was included for head nurses who may have taken the position in a unit with established 
visiting policies. Other was added to cover responses not included in the multiple choice
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Table 6
Summary o f Visiting Restrictions bv Night Non-Family Members, and Children
________________________________ n_________________ %











Note. * Children under the age of 14 years.
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items. The question on authority to change the visiting policy included the same 
possible responses with the exception of don’t know.
The intent of the two questions on origination and authority was to identify if nurses 
play a role in the establishment o f old and new visiting hour policies. The majority of the 
respondents chose to mark more than one item on both questions. For this reason, the 
items were compiled into three categories: nurse involvement, non-nursing decisions, and 
missing or unknown.
The response of other was compiled with the nurse involved category for the 
questions on origination and authority to change. On review o f the responses marked 
other for origination, eight o f the nine included nurses on multidisciplinary committees 
and one reported a nurse in the role o f patient advocate. For the question on authority to 
change, eight of the thirteen responses included nurses on multidisciplinary committees. 
One response each was marked for a nurse: on a nursing standards committee, in the role 
o f patient advocate, and within human resources. Two responses in the other category 
failed to specify the individual or committee responsible and were coded as missing.
After compiling the data, 82% (n=138) of the respondents indicated that nurses were 
involved in the origination o f the current visiting hour policy. Two percent (n=4) of the 
responses did not involve nurses. The unknown category was identified by 16% (n=26) 
o f the head nurses (Table 7). The data on authority to change was compiled and 96% 
(n=161 ) indicated nurses had the authority to change the visiting hour policy. Three 
percent (n=5) of the responses did not involve nurses (Table 7).






Nurse involvement 138 82.0
Non-nursing 4 2.4
Unknown 26 15.5
Authoritv to Change fn=166)
Nurse Involvement 161 96.0
Non-nursing 5 3.0
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Eighteen percent (n=30) o f the responding head nurses indicated they planned to change 
their visiting hour policy in the future. Of those considering a change, 67% (n=20) 
planned to liberalize their policy and make it less restrictive. While 13% (n=4) of the 
head nurses were looking at a more conservative or restrictive policy. Twenty percent 
(n=6) of the respondents did not indicate the type of change envisioned.
Demographic and Institutional Data With Visiting Policies 
Kendall’s tau and Chi-square were used to analyze the visiting hour variables with 
institutional and demographic data. The visiting hour variables included, (a) frequency 
o f visits per day, (b) length o f visit, (c) visitation by children under 14 years of age, (d) 
visitation by non-family members, and (e) night visits.
Frequency of visits per day was divided into three categories. The first category was 
defined by zero to seven visits per day. This category consisted o f a set number and time 
of day for visits. As an example, one hospital reported visiting was allowed four times a 
day at 10:00 a.m., 12:30 p.m., 5:30 p.m., and 7:30 p.m. Six percent (n=10) of the 
responses fell into this category. The second category was defined by 8-24 visits per day. 
In this category visitation was allowed hourly or every other hour for either a set block of 
time during the day or around the clock. Twenty-one percent (n=35) of the responses fell 
into this category. The third category was defined by open or an unrestricted number of 
visits per day. Open visitation consisted of 71% (n=120) of the responses.
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In addition, length was divided into three categories. The first category was defined 
by five to ten minutes per visit. Visits of less than ten minutes have been reported as 
‘artificial’ and stressful (Fuller and Foster, 1982; Heater, 1985; Kirchoff, 1982). Twenty- 
six percent (n=44) o f the responses fell into this time. Fifteen minutes to two hours 
defined the second category of length of visit. This category identified 14% (n=23) of 
the responses. The last category was defined by open or unrestricted length of visit. 
Forty-eight percent (n=81 ) of the responses stated they had no restriction of the length of 
visit.
The institutional and demographic variables examined for this question included, (a) 
teaching versus nonteaching hospitals, (b) type o f hospital, (c) number o f hospital beds, 
(d) number of CCU beds, (e) education level of the respondents and executives over 
nursing, and (f) hospital location.
Table 8 summarizes the findings using Kendall’s tau. Due to nominal level data, both 
type of hospital and teaching variables were analyzed with Chi-square and are reported in 
Table 9. Kendall’s tau values ranged from - 0.122 to 0.072. Therefore, there was no 
significant relationship between visiting policy variables with institutional and 
demographic data using Kendall’s tau. In addition. Chi-square significance levels for 
teaching versus nonteaching hospitals ranged from p= 0.211 to p= 0.812. The values did 
not meet the study’s criteria of a significance level o f p= < 05. No relationship was 
noted between teaching hospitals versus nonteaching and visiting variables.
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Table 8
Kendall’s Tau Coefficients for the Relationships Between Demographic and Institutional 
Data With Visiting Hour Variables.
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Table 9
with Visiting Hour Variables
Institutional and Demograohic Data
T eaching/Nonteaching 
Hospitals
Type of Hospital *
Visiting Variable
Frequency of 1.655 6.27
visits per day (dfr=2) (df=8)
(p=.437) (p=.617)
Length of 3.11 7.38
visit (df=2) (dfi=8)
(P=-211) (p=.496)






Night visits .056 8.596
(df=l) (df=4)
(p=.812) (p=.072)
* Note. Variable failed to meet the assumption for Chi-square. Analysis had more than 
one degree of freedom, the minimum expected frequencies were one or less, and the 
expected frequencies o f cells less than five were greater than 20%.
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Chi-square analysis o f  the type of hospital versus visiting hour variables failed to meet 
the assumptions for the test. Cochran (1952) states that a contingency table with more 
than one degree of freedom may have a minimum frequency of one, if  the minimum 
expected frequency of cells less than five is 20% or less. The Chi-square results for type 
of hospital with the five visiting variables failed to meet the assumption. The minimum 
frequencies were one or less and the minimum expected frequency of cells less than five 
were greater than 20%. For this reason the analysis using Chi-square can not be reported.
Satisfaction With Visiting Policy
The survey included items ranking patient, family, and nurse satisfaction with the 
current visiting policy. Patient and family satisfaction were ascribed responses from the 
responding head nurses. Possible responses included low, moderate, and high 
satisfaction.
In an attempt to compare the results with Sockdale and Hughes’ (1988) study the 
same visiting hour variables were included except for number of visitors. The variable 
was deleted because survey responses indicate the number of visitors can not always be 
varied due to the physical constraints of the room. The variable appeared to be 
controlled by room size and fire regulations rather than the restrictions placed by nurses.
The variables were compiled to create three categories. The first category, 
conservative visiting policy, was defined by 0-7 visits per day of 10 minutes or less. 
Children less than 14 years of age were not allowed to visit. If any of the head nurses
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marked at least one response in this category the survey was coded as conservative 
visiting policy. Thirty-eight percent (n=63) o f the responses were identified as 
conservative.
The second category, liberal visiting policy, did not restrict frequency, length, or visits 
by children. If one response was chosen in this category the survey was coded as liberal 
visiting policy. Twenty-three percent (n=39) o f the responses were identified in the 
liberal category.
The last category, moderate visiting policy, includes the responses that did not fit into 
the other two definitions. Thus, the moderate policy included 8-24 visits per day of 15 
minutes to two hours. Visitation by children was allowed sometimes. Twenty-six 
percent (n=43) o f the responses were coded as moderate visiting policy.
Kendall’s tau was used to examine the relationship between satisfaction and visiting 
policy (Table 10). Kendall’s tau coefficient for patient satisfaction with type of policy 
was 0.216 (p=.006). Family satisfaction with type of policy had a coefficient of 0.280 
(p=.000). The coefficient for nurse satisfaction with type of policy was 0.142 (p=.064).
A significant relationship was noted between both ascribed patient and ascribed family 
satisfaction with visiting policy. No statistical significance was noted in the relationship 
between nurse satisfaction and visiting policy.
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Table 10
Kendall’s Tau Coefficients for the Relationship Between Nurses’. Ascribed Patients’, 





Ascribed Patients’ Satisfaction .216
(11=142)
(p=.006)*
Ascribed Families’ Satisfaction .280
(n=143) .
(p=.000)**
Note. * p= < .05 **p= < .001
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DISCUSSION
The purpose o f the study was to determine the visiting hour policies of coronary care 
units (CCU) in the western United States. The study examined the influences of 
demographic and institutional data on visiting hours. Also, the study identified if a 
relationship existed between type of visiting policy with nurses’, ascribed families’ and 
ascribed patients’ satisfaction with the current policy.
Research Question 1 
The first research question was stated as: What are the visiting policies and 
procedures o f coronary care units within the western United States? Numerous studies 
and discussions in the literature have examined patient and family needs in critical care, 
family-centered nursing, and foremost, the need to change visiting hour practices.
(Molter, 1979; Daley, 1984; Spatt et. al., 1986; Leske, 1986; Hamner, 1990; Marsden, 
1992; Dracup and Byron-Brown, 1992; Dracup, 1993, Bryd, 1994). Stockdale and 
Hughes (1988) and Younger et al. (1984) examined visiting hour practices and reported 
the majority of responding units continue to restrict frequency, length, number of visitors, 
non-family visits and the minimum age requirements.
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The majority (71 %, n=120) o f respondents in this study had a policy with open or an 
unrestricted number of visits. The second most frequent (14%, n=24) response was 17- 
24 visits per day. Sockdale and Hughes (1988) noted 73% of their respondents reported 
some set number of visits per day (n=197). The study found the most frequent (27%) 
response for number of visits per day was unlimited. The second most frequent (22%) 
response was four visits. While the majority o f the units responding to the telephone 
survey by Younger et al. (1984) reported unlimited frequency of visits, 26% reported 
severely limiting visiting to two visits per day.
The results from this study indicate a higher percentage of units with open or 
unrestricted visiting. In addition, only three percent (n=5) of the nurses reported 
restricting the frequency of visits to four, and none of the surveys reported two or fewer 
visits per day. This suggests an increase in the number of visits allowed per day.
Unrestricted was the most frequent response (48 %, n=81) for length of visit among 
the respondents. This differs from the data reported by both Stockdale and Hughes 
(1988) and Younger et al. (1984) with 15 minutes and 10-20 minutes, respectively, as the 
as the most frequent responses. Both this researcher and Stockdale and Hughes reported 
10 minutes as the second most frequent response The results from this study suggest a 
greater number of hospitals are allowing unrestricted length of visits.
The majority (83%, n=139) o f respondents indicated the maximum number o f visitors 
allowed at the bedside was two. Many of the nurses commented that this was not a 
choice governed by nursing. Instead It was dictated by the physical size o f the room and
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fire regulations. Because the variable was outside the control o f nursing, the researcher 
chose to not include the data in further analysis.
Night visitation was allowed by 60% (n=101) o f the units. Due to the unpredictable 
nature of acute illness this researcher felt it was important to include the variable.
Cardiac disease and treatment are not limited to normal waking hours. Forty percent 
(n=66) of hospitals continue to restrict visitor access to patients at night. Two nurses 
wrote that if the visitor was demanding and insisted on night visits they were allowed to 
visit. In this case visitation was not based on patient-family need but the assertiveness of 
the family. Another nursing manager mentioned the desire to decrease open visiting 
hours. However, the policy remained unchanged because patients and families in the 
affluent area were aware of and insisted on their rights. Socioeconomic level should not 
dictate the level of visiting restrictions.
Non-family visitation was also included as a visiting hour variable. Five percent 
(n=8) o f the units restricted non-family visits. The largest percentage (52%, n=88) of the 
units allowed non-family to visit sometimes. Fifty-eight percent o f the units in the study 
by Younger et al. (1984) reported limiting visitors to immediate family only.
Visitor as defined by this study was any member o f the patient's family, a friend, or 
significant other who the patient wishes to see. By this definition, visitor was not limited 
to immediate family only. Halm and Tilter (1990) reported patients in critical care 
believed close friends should be allowed to visit. The results indicate a decrease in 
strictly limiting non-family visits from 58% by Younger et al. in 1984 to 5% in this study.
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Nineteen percent (n=32) o f the units restricted children under 14 years o f age. This 
was a decrease from 89% reported by Stockdale and Hughes (1988) and 76% reported by 
Younger et al. (1984). Perhaps the success o f allowing children to visit in pediatric and 
maternity areas have encouraged relaxing policies elsewhere in the hospital. Two units 
reported they had a successful program designed to facilitate and prepare younger 
children for visits in adult critical care.
It was o f interest to note that while the majority (71%, n=120) o f hospitals allowed 
unlimited frequency of visits, only 64% (n=77) of units in this category allowed 
unrestricted length. It appears confusing to allow visitors to come and go at will but limit 
the amount of time at the bedside. Could the visitor stay for the five minute limit, yet 
return every 15 minutes? Furthermore, some units with unlimited frequency and length 
(46%, n=77) continued to restrict visiting at night (38%, n=29). Several respondents 
wrote that length and night visits were restricted to allow patients time to rest. However, 
research has suggested that it was the staff and not family who interrupted patient rest 
(Fuller and Foster, 1982; Thomas, Lynch and Mills, 1975; Noble, 1979). Kirchoff (1982) 
questioned the intention behind restricting visiting hours. Kirchoff stated:
‘What was the original purpose of restricting visitors?’ ‘To provide rest’ is an 
automatic response, but no one has shown that visiting restrictions produce rest for 
the patient. A cynical response might be that the staff members are the ones seeking 
rest from the visitor (p 576).
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The intention o f visiting hours is to meet individualized patient-family needs. In this 
case any restrictions should originate primarily from the patient or secondarily from the 
family. Several surveys that reported less restrictive policies commented that they 
focused on what was important in meeting patient-family needs over the needs o f the 
nursing staff.
Perhaps some nurses are unwilling to relinquish control over visiting. As one 
responding nurse wrote, “I find staff nurses resistant to open visiting policies, they voice 
Toss o f control’ issues.” Several of the written comments expressed the desire for 
control by nursing. One nurse wrote that unrestricted visiting would be considered, “As 
long as the family understands the R.N. [Registered Nurse] is the boss.” Another 
respondent stated that visiting should be flexible enough to meet the needs of each 
patient and family, but provide the nurse with the power to restrict visiting at the nurse’s 
discretion.
While some comments reflected the need for power, many also supported an open 
policy with a patient-family focus. A respondent summarized the issue, “I believe 
strongly that patients are not prisoners nor exclusive property of a hospital to be 
kidnapped from their friends and families. Social interaction and support assists healing 
and wellness.”
Surveys included comments that child, non-family and night visits were often left to 
the discretion o f the individual nurse. One might ask what happened to the patient’s 
discretion and right to make these decisions? In these cases the decision to make the
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exception did not necessarily lie with the family unit but rather with the nurse’s 
perception of the situation. This may have created a scenario where additional stresses 
were placed on the family to maintain an image of the ‘good family’ in the eyes o f the 
nurse. Furthermore, visitation then becomes managed by the beliefs and attitudes o f 
individual nurses. Another reason reported for allowing exceptions for these variables 
was the severely ill or dying patient This appears to follow the findings of Stillwell 
(1984) who reported that the need for visitation increased with the severity o f the illness.
In summary, hospitals appear to have relaxed some of the restrictions on visiting. The 
data indicated that CCUs in the sample had fewer restrictions on frequency, length and 
minimum age of visitors. The majority o f the units also allowed visits at night and by 
non-family members. Perhaps nurses have taken recommendations from the literature 
and put them into practice. Several nurses stated they had recently changed their policy 
and decisions were based on research findings.
Some hospitals in the study continued to severely restricted patient-family access. By 
doing so they may have disallowed those patients the benefits from family interactions. 
Furthermore, they may have ignored the needs of both patient and family.
Rssearch Question 2
The second research question was stated as: What are the influences of demographic 
and institutional data on visiting policies? The question examined the relationship 
between institutional and demographic information with visiting policies. Visiting
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policies that are centered on the needs o f the patient and family should not be related to 
institutional or demographic data. Kirchoff (1982) stated that visiting policies would not 
vary greatly if written for a specific patient population, such as cardiac intensive care.
Kirchoff (1982), using Kendall’s tau, found the size of hospital, locale, and the 
number o f CCU beds were related to visiting hour variables. Location of the hospital 
was related to length, non-family visits and frequency of exceptions. Less urban 
hospitals allowed shorter visits for family members only with fewer exceptions. The 
number of hospital beds and the number of CCU beds were related to frequency of visits, 
length, number o f visitors, and non-family visits. Smaller hospitals and units tended to 
allow shorter, more frequent visits with fewer visitors and family only. Educational level 
of nurses was found to be related to the importance of restricting visiting hours using a 
t-test. As educational level increased the importance of visiting decreased. Hopping, 
Sickbert, and Ruth (1992) concluded their data supported Kirchoff s findings that 
educational level was inversely related to restriction of visiting hours.
Kendall’s tau was used to determine if there was a relationship between the data and 
the visiting hour variables. Institutional data included number of hospital beds, number 
of CCU beds, educational level, and locale. Visiting hour variables included frequency 
of visits, length, minimum age, non-family visits, and night visitation. None of the 
coefficients were noted to be significant and no relationships were found.
Kirchoff s (1982) study reported type of institution was not related to visiting hour 
variables. Hopping, Sickbert and Ruth (1992) found a relationship between teaching or
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nonteaching hospitals and the visiting variables o f frequency and length. This study used 
Chi-square analysis to determine the relationship between teaching or non-teaching 
hospitals and the five visiting variables. No relationships were noted between the type o f 
institution and the visiting variables.
Kirchoff s (1982) finding o f a relationship between institutional and demographic 
data was weak. The strengths of the relationships were little to low at best. This study 
found no relationship between any of the variables. It was difficult to draw any 
substantial conclusions from the data. At best the findings from this study lack the low 
level relationships reported by Kirchoff and Hopping, Sickbert, and Ruth (1992).
Hospital visiting policies established with a traditional foundation may have been 
associated with the needs of the institution or staff and thus reflected a relationship with 
those variables. Possibly nurses based the rationale behind their current visiting policies 
on the needs of the patient population.
Reasearch Question 3 
The third research question was stated as: Is There a Correlation Between the Type of 
Visiting Policy With Nurses' Satisfaction, the Ascribed Patients' Satisfaction, and the 
Ascribed Families' Satisfaction With the Current Visiting Policy?
The third research question assessed level of satisfaction between nurses, patients, and 
families with current visiting hour policies. The study was unable to gain access to 
patients and families and thus restricted the measurement to the responding head nurses'
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perception of the level of satisfaction for the two groups. This severely limits the ability 
to generalize the findings. It was unclear how accurate the nurses were in determining 
the satisfaction level of patients and families in their units.
Kendall’s tau was used to analyze the data. Results showed a weak but significant 
relationship between family and patient satisfaction with type o f visiting policy. The 
strengths of the coefficients were low and should be viewed with caution despite their 
significance levels less than p= <05. A positive relationship demonstrated nurses in 
units with liberal policies rated patient and family satisfaction higher than nurses in units 
with conservative policies. No relationship was noted for nurse satisfaction with type of 
policy.
The results of the study are similar to those reported by Sockdale and Hughes (1982). 
The researchers concluded that nurses were satisfied with both liberal or conservative 
visiting policies. Also, ascribed ratings for patient and family satisfaction were higher in 
units with more liberal policies.
Previous studies reported in the literature have examined patient and family 
preferences for visiting as well as nurses’ satisfaction with open versus restrictive 
policies. The studies suggest that patients prefer a diverse pattern of visiting.
Preferences vary with the type o f intensive care unit, age, economic status, patient 
personality, and severity of the illness (Simpson, 1991 ; Halm and Titler, 1990). One type 
of visiting pattern may not adequately meet the unique needs of each patient. The
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significant relationship noted in this study between patient satisfaction and a liberal 
policy may not be true for all patients in all critical care settings.
While patient preferences vary, the majority of families in two studies indicated a 
desire for unlimited visiting (Halm and Titler, 1990; Stillwell, 1984). Family satisfaction 
with visiting policies has been reported to increase after the implentation of open 
visiting. A study conducted by Freismuth (1986) showed that families in units with open 
visiting reported their needs were met more often. Flexible visiting was suggested as one 
method o f meeting family needs in the intensive care setting (Henneman, McKenzie, and 
Dewa, 1992). This information appears to support this study’s findings that family 
satisfaction increases with more liberal policies.
This study and the study by Stockdale and Hughes (1992) found no relationship 
between nurse satisfaction and type of visiting hour policy. Nurse satisfaction with 
visiting polices may have been related to the issue o f control. Several comments stated 
that nurses with low or moderate satisfaction prefer stricter rules and enforcement. 
Perhaps nurses who center on a traditional belief that family visits cause harm and 
interfere with care may have been unsatisfied with an open policy. Nurses’ attitudes and 
beliefs about patient-family needs and their personal rationale behind visits may have 
affected their satisfaction level despite the type of policy.
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Limitations
There are several limitations within the study. The instrument was designed by the 
researcher from previous studies and topics in the literature. The survey had never been 
used before and needs revision to improve the validity of the questions. Most 
importantly, it remains unclear if  the responses reflected the actual written policy for the 
unit or what was enforced and followed on a daily basis. The questions need to be 
revised to reflect the purpose of identifying the unit’s true policy.
Second, the satisfaction level of patients and nurses were an ascribed rating. It was 
unknown how accurate these responses were. If the actual and ascribed ratings differ, the 
findings are of no value. A more accurate response would come from the patients and 
families themselves.
The sample for the study was limited to CCUs. Findings can not be generalized 
beyond the coronary care setting to other types o f intensive care units. Issues in trauma 
units with a different patient population and surgical or medical units with varying length 
of stay may produce contrary results. Furthermore, patient preferences for visiting vary 
with the type of intensive care unit (Simpson, 1991; Halm and Titler, 1990).
Lastly, the descriptive correlational design of the study does not allow for cause and 
effect relationships. Less rigorous tests were used to fit the nominal and ordinal data. 
Moreover, one test failed to meet the rudimentary assumptions for Chi-square.
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Implications
Several implications for nurses and nursing management can be made from the study. 
The study helped to identify the current visiting hour policies o f CCUs in the western 
United States. Data on visiting hour variables suggested a decrease in the restrictions 
placed on patient-family visitation. The data and comments made by the nurses reflected 
an awareness o f the vast amount of literature directly and indirectly related to visiting 
hours. Despite this, the range of responses on the visiting hour variables was diverse.
The study found that some nurses continue to severely restrict patient-family access.
This may have inferred a need to explore nurses’ attitudes and beliefs about visiting. 
Nurses, who have the ability to change visiting hour practice, should be encouraged to do 
so based on the needs o f the patient and family and not those o f the nurse or institution.
Another implication was that institutional and demographic data were not related to 
visiting hour variables. As discussed previously, a possible explanation behind the 
change in findings may have been related to the rationale behind the current policy. 
Visiting policies based on traditional beliefs possibly reflected a relationship between the 
visiting variables with the institutional or demographic variables. More liberal policies 
based on the needs and preferences of individual patients and families may not be related 
to the institutional or demographic data.
An implication for nursing educators was that nurses need to be aware of the needs of 
patients and families, visiting hour preferences, the effect o f visiting on patients, and 
holistic or family-centered nursing. Patients and families have expressed a desire for
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more flexible visiting and believed that visiting was beneficial. However, nurses have 
expressed a belief that visiting was not important and in fact harmful. Informing nurses 
about the issues related to visiting policies may be helpful. Increased skill and 
knowledge about communicating with families in the critical care environment should 
not be overlooked as a key educational piece.
Recommendations
Recommendations as a result of this study include replication o f the study using a 
randomized sample from across the United States. A larger study, not limited to one 
region, may allow for greater generalization o f the findings. It may be valuable to 
expand the study to include patients in a variety of critical care settings. Exploration of 
the visiting policies o f  trauma, medical, surgical, bum, combined or generic units may 
differ from those in coronary care. Patients and families need to be asked directly their 
satisfaction level with the visiting policy in place.
Another recommendation is to evaluate a variety of visiting policies in place for their 
effectiveness in meeting patient and family needs and preferences. In other words, is an 
open door policy more effective than a contractual policy? Changes in health care may 
suggest the effectiveness of the policies be evaluated for decreasing length of stay and 
patient outcome.
The tool used in this study needs revision and testing for validity. Changing the 
format of the survey may allow for use of more rigorous testing methods. A pilot study
R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited w ithout perm iss ion .
6 6
with open-ended questions would assist in developing multiple choice responses that 
were more inclusive o f the possible range o f answers.
The study brought up several areas that would benefit from further or exploratory 
research. Survey responses indicated successful programs with child preparation for 
visitation in adult critical care and pet therapy. Studies need to examine the benefits o f 
orientation, education, and support programs for families in critical care. Such studies 
may also look at the effects o f direct family involvement in patient care. Finally, 
comments from the surveys raise the questions, “What barriers must the families go 
through to gain physical access to the CCU” and “What is their effect on family’s stress 
and satisfaction?”
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Regional Survey o f Visiting Hour 
Policies and Procedures in 
Coronary Care Units 
by
Karen Sweeney Hanner RN, BSN 
Research in the area of family needs has been a topic in the literature since the late 
1970’s. Liberalization o f visiting hour policies has been suggested as one way o f meeting 
family needs and reducing stress. Despite the literature, previous surveys have shown 
that visiting hour policies and procedures of intensive care units have not changed. No 
reported research was found since 1988 to assess the visiting hour policies o f intensive 
care units. Considering the amount of literature on visiting hours and the increasing 
interest in changing policies, it may be beneficial to assess current practices to determine 
if any changes have occurred.
Sample
The population of interest for this study was all adult coronary care units (CCUs)in 
the United States who met the criteria for inclusion in the study. The inclusion criteria 
included hospitals: (a) included in the American Hospital Association Guide. 1994-1995 
edition, (b) accredited by the Joint Commission on Accreditation of Healthier 
Organizations, (c) classified as general medical-surgical hospitals, and (d) have an adult 
coronary care unit (Kirchhoff 1982).
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It was not feasible for this study to investigate all the CCUs in the United States. 
Thus, the sample was narrowed to hospitals within the western United States. A 
computer mailing label company prepared a listing o f  hospitals that met all the criteria. 
Purpose. Methods and Procedure
The purpose o f this study was to examine the visiting hour policies and practices of 
CCUs in the western United States.
The method of measurement used in this study was a 28 item questionnaire developed 
by the researcher from a review of the literature Appendix B). The questionnaire 
requested information about the adult CCU’s visiting policy, the head nurse, institution, 
and unit. The questionnaire consisted of 26 multiple choice and two open-ended 
questions. A cover letter, describing the study, and the questionnaire were mailed to the 
head nurse of the CCU of each hospital in the sample. A stamped self-addressed 
envelope was included to help facilitate return of the questionnaire. Each questionnaire 
had a numerical code that allowed the researcher to correlate the returned questionnaire 
with the address. The numerical coding of the questionnaires was used to formulate a 
second mailing list o f non-respondents. The cover letter informed the respondents of this 
procedure.
Non-responding head nurses received a second mailing three weeks after the original 
mailing date. This mailing included a letter reminding the nurse of the study and 
purpose. The coding of the questionnaire allowed the researcher to determine hospitals 
requiring a second mailing and avoided duplicate returns.
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Risks
No risks were identified for the subjects.
Benefits
Results of the study may be beneficial to the field o f nursing, together with patients 
and families in the future. Many studies have looked at family needs in critical care. 
However, little has been done to try to meet those needs. Visiting hours has been 
identified as one method o f meeting both family and patient needs and reducing stress. 
Previous studies have recognized the role of nursing in originating and changing visiting 
hour policies. This study will provide nursing with current data on visiting hour 
practices.
Risk-Benefit Ratio
No risks were identified for the subjects. The study was anticipated to be beneficial to 
future patients, their families, and the field o f nursing.
Costs to the Subjects
There was no cost to the subjects.
Informed Consent
Consent to participate in the study was voluntary and informed. The cover letter 
informs the participant that the study was voluntary in nature. Each questionnaire 
included the following statement: Return of this questionnaire will be considered as 
consent to participate in this study.
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APPENDIX B
COVER LETTER WITH ATTACHED QUESTIONNAIRE
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June 17, 1996
Dear Fellow Colleague in Nursing:
I am conducting a research study on visiting hours in coronary care units. The purpose of 
this study is to evaluate and compare current visiting hour policies and procedures with 
previous studies. I am a graduate student at the University of Nevada Las Vegas, and this 
research is part o f my thesis.
Your hospital was randomly selected from hospitals in the western United States listed in 
the American Hospital Association Guide. Your participation is highly appreciated.
Your participation will involve completing a two part questionnaire that will take 
approximately 15 minutes. Your response will be confidential and the information will 
be reported only as grouped data that will not permit individual or institutional 
identification. The number that is on the upper left comer of the questionnaire will 
enable me to locate anyone in need of a follow-up reminder.
Return of the questionnaire will be considered consent for the study. Please note that the 
study is voluntary in nature. A stamped, self-addressed envelope is included for returning 
the questiormaire. 1 would appreciate return of the forms as quickly as possible. If you 
have any questions regarding the study I can be reached at the following number, (702) 
895-3360. If you wish a summary of the results, mark the question at the end o f the 
survey. Thank you for your assistance with this research.
Sincerely,
Karen Hanner RN CCRN
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Dear Head Nurse/Unit Manager
I am interested in the current visiting hour policies in coronary care units in the western 
United States. I would appreciate your help by filling out the following questionnaire. It 
will take approximately IS minutes to complete. Return of this questionnaire will be 
considered consent to participate in the study.
SECTION ONE-DEMOGRAPHICS 
The following questions request background information on you or your institution. Please 
cbeck or fill in the best answer.
1. What is your current position or title?
2. What is your highest nursing degree?
_________LPN  DNSc/DNS  ADN MS/MSN
_________Diploma  PhD  BSN
other (specify
3. Do you hold a degree outside o f  nursing?
________ no __________yes (specify.
4. How many nurses work in your unit on a full time or part time basis?
________ total nurses
5. What is the educational level o f  your CCU nurses?
_________total number o f  LPNs _________ ADN  Diploma
________ BSN __________MSN  other (specify__________________________)
6. What is the highest educational lot cl o f  the executive over nursing services for your hospital?
ADN  Diploma  BSN  MSN/MS  PhD
 other (specify _________________________ )
7. Is your hospital a teaching facility?
________ teaching hospital ________ non-teaching hospital
8. What type o f  facility is your hospital?
_________Community Hospital (non-profit) _________State Hospital
________ ^Community Hospital (profit) _________ Military Hospital
________ County Hospital _________ Federal Hospital
_________University Medical Center _________other (specify_____________ )
9. How many beds does your hospital have?___________________
10. How many beds does your CCU have? ___________________
11. Your hospital location is:
urban suburban rural
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SECTION TWO-VISITING HOUR POLICIES
1. How many times a day are visitors allowed to visit patients?
________ times per d a y _________no restriction on frequency
2. Are these times set, and i f  so what are they?
_______ yes; set times_______________________________
_______ every hour
_______ every other hour
no
3. How long may visitors stay at the bedside per visit?
_______ 5 minutes _______10 m inutes_________15_minutes_______ 20-30 minutes
_______ 1-2 hours _______ no restriction on time
_______ other, please specify____________________
4. How many visitors are allowed to visit at a time?
_______ visitors per visit
5. Is visiting restricted at night and if  so at what times?
________ yes, times________________________
no
6. Does your visiting hour policy allow non-family members to visit? 
________ yes
_________sometimes, reason for exception_________________
no
7. Does your visiting policy allow children under the age o f 14 years to visit? 
________ yes
________ sometimes, reason for exception________________________
no
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8. Is your visiting hours policy enforced?
 most o f  the time
sometimes
never or infrequently
















________ committee o f  nursing and hospital administration
j)hysicians 
other, please specify
12. Do you plan on changing your visiting hour policy in the future?
________ yes  no
if  YES, the changes envisioned include;
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13. How would you rate the satisfaction level o f  the majority o f  the families in your CCU with 
your visiting hour policy?
_________low satisfaction _________moderate satisfaction _________high satisfaction
14. How would you rate the satisfaction level o f  the majority o f  the patients in your CCU with 
your visiting hour policy?
_________low satisfaction _________moderate satisfaction _________high satisfaction
15. How would you rate the satisfaction level o f the majority o f  the nurses with your current 
visiting hour policy?
________ low satisfaction _________moderate satisfaction _________high satisfaction
16. Do you have a unique visiting hour policy? Would you like to add any additional comments 
on your current visiting procedures?
17. What do you see as the ideal visiting hour policy? 
Consider:
Number o f  visits per day and how often 
Length o f  each visit
Number o f visitors allowed at the bedside 
Will visiting be restricted at night?
Will pets be allowed?
Minimum age o f  the visitor 
Will there be exceptions to the rule?
Other considerations
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18. Do you want a summary o f  the results o f  this study mailed to you? 
  no
_yes Please tear o ff this sheet and write your name and the address you 
would like the results mailed to.
Name
Address
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